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Correspondence
Overwhelming Postsplenectomy Infection
TO THE EDITOR: In the article on overwhelming postsplenec-
tomy infection in the October issue,1 Dr Malcolm Brigden
describes the fatal illness of a 36-year-old man who had gone
to work at 6 AM with no symptoms, returned home at 1: 30 PM
with malaise and myalgia, and presented to an emergency
department at 6:30 PM hypotensive (80/40 mm of mercury)
and febrile (40°C) with ecchymoses and petechiae. At age 5
his spleen had been removed because of hereditary sphero-
cytosis. "A tentative diagnosis of septic shock due to post-
splenectomy infection was made. Vigorous treatment with
hydration, large doses of penicillin, steroids, a dopamine
infusion and blood component therapy was promptly insti-
tuted. Despite these therapeutic measures, the patient died
three hours after hospital admission." All antemortem blood
cultures subsequently showed Streptococcus pneumoniae.

We are not certain of the role of the spleen in protecting
against overwhelming pneumococcal bacteremia, but the
spleen's function as a phagocytic line filter has been known
since the 19th century.21p1261 In the absence of the spleen,
phagocytic function remains widely dispersed in other parts
of the reticuloendothelial system. A special contribution of
splenic phagocytosis, however, is implicit in the postsplenec-
tomy cure of hereditary spherocytosis and immune thrombo-
cytopenic purpura and in protection against fatal anemia in
bartonellosis.

If an asplenic person is to survive pneumococcal bactere-
mia, the remnant phagocytic capability of the reticuloen-
dothelial system should not be compromised. It is well
known that phagocytes are inhibited by high-dose corticoste-
roid therapy.3'P18751 The administration of "large doses" of
steroids may injure asplenic patients who have overwhelming
postsplenectomy infection.
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* * *

Dr Brigden Responds
TO THE EDITOR: Dr Crosby's comments regarding possible
harmful effects of steroid therapy in the treatment of over-
whelming postsplenectomy infection deserve careful consid-
eration. Several recent controlled studies have questioned the
efficacy and safety of steroids in treating septic shock. 1-3 In at
least one review it was concluded that there is no indication
for high-dose steroids in the management of this condition.4
This position has not been universally accepted, however.
For instance, a recent summary ofthe accumulated data indi-
cated that high-dose corticosteroids given as one single dose
during the initial hours of gram-negative septic shock more
likely than not extended a beneficial effect on mortality.5 As
Dr Crosby points out, patients with overwhelming post-
splenectomy infection should theoretically be more sensitive
to the adverse effects of steroid therapy on phagocytic func-

tion. On the other hand, most of these patients at autopsy
have shown bilateral adrenal necrosis characteristic of the
Waterhouse-Friderichsen syndrome. Perhaps the correct
approach lies with individualized therapy incorporating
particular attention to steroid therapy later as clinically in-
dicated.6'7
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* * *

TO THE EDITOR: I enjoyed the editorial by Dr Styrt' that
accompanied my article on overwhelming postsplenectomy
infection.2 I would like to amplify her commentary in two
areas: the potential value of the detection of Howell-Jolly
bodies in identifying hyposplenic or functionally hypo-
splenic persons and the usefulness of antipneumococcal vac-
cination in these patients.
Dr Styrt pointed out that Howell-Jolly bodies are not

pathognomonic for hyposplenism and that in certain condi-
tions such as sprue, their presence is not always correlated to
the severity of the illness. While it is true that they are not
pathognomonic for hyposplenism, the cause of other hema-
tologic conditions with which they may be associated will
usually be readily apparent from other changes in the hema-
tologic picture. Detecting persistent unexplained Howell-
Jolly bodies on the peripheral blood film is an excellent
marker of a degree of hyposplenism sufficient to be a risk
factor for overwhelming postsplenectomy infection.3 Persis-
tent unexplained Howell-Jolly bodies on peripheral blood
film may be investigated by algorithm (Figure 1).

If workup of a patient with Howell-Jolly bodies ulti-
mately reveals a condition such as celiac disease, systemic
lupus, or inflammatory bowel disease where hyposplenism
may be transient or reversible with therapy, only counseling
coupled with follow-up may be appropriate. There exist at
least 11 well-documented cases of fulminant sepsis in func-
tionally hyposplenic persons, however.4 These patients' sep-
ticemia occurred in association with a wide variety of clinical
disorders including ulcerative colitis, systemic lupus, Still's
disease, sarcoidosis, following splenic irradiation, and after
the administration of Thorotrast [a colloidal preparation of
thorium dioxide].' I suspect that there have been many addi-
tional deaths in patients with hyposplenism that simply have
never been reported in the literature. Despite the fact that


